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2D Versus 3D Visualization: Impact on Laparoscopic
Proficiency Using the Fundamentals
of Laparoscopic Surgery Skill Set
Youssef S. Tanagho, MD, MPH,1 Gerald L. Andriole, MD,1 Alethea G. Paradis, BA,1 Kerry M. Madison, BS,1
Gurdarshan S. Sandhu, MD,1 J. Esteban Varela, MD, MPH,2 and Brian M. Benway, MD1

Abstract

Introduction: We compared the impact of two-dimensional (2D) versus three-dimensional (3D) visualization on
both objective and subjective measures of laparoscopic performance using the validated Fundamentals of
Laparoscopic Surgery (FLS) skill set.
Subjects and Methods: Thirty-three individuals with varying laparoscopic experience completed three essential
drills from the FLS skill set (peg transfer, pattern cutting, and suturing/knot tying) in both 2D and 3D. Participants were randomized to begin all tasks in either 2D or 3D. Time to completion and number of attempts
required to achieve proficiency were measured for each task. Errors were also noted. Participants completed
questionnaires evaluating their experiences with both visual modalities.
Results: Across all tasks, greater speed was achieved in 3D versus 2D: peg transfer, 183.4 versus 245.6 seconds
(P < .0001); pattern cutting, 167.7 versus 209.3 seconds (P = .004); and suturing/knot tying, 255.2 versus 329.5
seconds (P = .031). Fewer errors were committed in the peg transfer task in 3D versus 2D (P = .008). Fourteen
participants required multiple attempts to achieve proficiency in one or more tasks in 2D, compared with 7 in
3D. Subjective measures of efficiency and accuracy also favored 3D visualization. The advantage of 3D vision
persisted independent of participants’ level of technical expertise (novice versus intermediate/expert). There
were no differences in reported side effects between the two visual modalities. Overall, 87.9% of participants
preferred 3D visualization.
Conclusions: Three-dimensional vision appears to greatly enhance laparoscopic proficiency based on objective
and subjective measures. In our experience, 3D visualization produced no more eye strain, headaches, or other
side effects than 2D visualization. Participants overwhelmingly preferred 3D visualization.

Introduction

T

echnical novelties have often driven major advances
in laparoscopic surgery. Basic improvements in instrumentation, including lightweight video cameras and powerful light sources, undoubtedly gave impetus to the explosive
growth of laparoscopic applications in surgery.1 With continued technological progress, the complexity of laparoscopic
interventions is only expected to increase.
Traditionally, laparoscopy has relied upon two-dimensional
(2D) images displayed on a monitor, thus requiring the surgeon to use auxiliary visual cues to judge instrument position
and depth. This limitation can pose a considerable challenge,
especially with regard to maneuvers requiring precision
and dexterity. Recent advances in three-dimensional (3D)

visualization technology for laparoscopy, however, stand
poised to eliminate this hurdle. The anticipated advantages
for the surgeon are greater accuracy and speed in manual
skills, translating to decreased operative time, a reduced
learning curve, and enhanced safety.
Nevertheless, studies to date examining the potential advantages and disadvantages of 3D systems have produced
contradictory results. Although some have reported that 3D
imaging significantly improves performance,2–10 others have
claimed equivalency in task performance between 2D and
3D vision.1,11,12 It is important that considerable technical
advances have been made in the design of high-definition
stereoscopic 3D visualization systems since the publication of
these earlier studies.2,13,14 Indeed, newer 3D systems provide
superior depth perception and resolution relative to the more
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rudimentary systems previously evaluated. Furthermore,
comparisons of 3D versus 2D visualization in these preliminary studies are limited by the lack of a standardized and
validated method for defining and assessing technical proficiency in laparoscopic surgery.1,12
Nearly a decade ago, the Society of American Gastrointestinal Endoscopic Surgeons (SAGES) designed a comprehensive didactic and manual skills training curriculum
useful for both the development and assessment of basic
laparoscopic skills.15–17 Branded as the ‘‘Fundamentals of
Laparoscopic Surgery’’ (FLS) program, this curriculum has
been validated by multiple studies across surgical specialities
as a laparoscopic surgical skill assessment and training
tool.15,16,18–21 We, therefore, sought to compare the impact of
2D versus 3D visualization on laparoscopic performance
using components of the validated FLS skill set.
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the suture. Gross deviation from the marks and strangulation
or avulsion of the Penrose drain resulted in a failed attempt.
This exercise evaluates participants’ suturing and knot-tying
abilities.
3D vision technology
The Viking 3DHD Laparoscopic Vision System consists of a
dual optic channel stereo digital scope attached to a 3D data
processing unit. Two separate image signals are captured
and simultaneously transmitted to a high-definition video
monitor. The surgeon wears passive, lightweight, polarized
eyewear that allows him or her to perceive a 3D image
portrayed on a 3D, high-definition video-monitor using
micropolarization technology.
Statistical analysis

Subjects and Methods
This study was approved by the Institutional Review Board
of Washington University (St. Louis, MO). Practicing urology
clinicians, fellows, residents, and medical students, as well as
premedical or non-medical volunteers, participated in this
study after informed consent. Thirty-three individuals with
varying laparoscopic experience completed three essential
drills from the FLS skill set (peg transfer, pattern cutting, and
suturing/knot tying) in both 2D and 3D. Three-dimensional
visualization was achieved using the Viking 3DHD Laparoscopic Vision System (Viking Systems, Inc., Westborough,
MA). All tasks were performed inside a standard laparoscopic
trainer. To control for the learning curve effect, participants
were randomized to begin all tasks in either 2D or 3D. Time to
completion and number of attempts required to achieve
proficiency within the allotted time limit for each task were
measured. Participants were allowed up to five attempts
per task to achieve proficiency. Participants completed
questionnaires evaluating their experiences with both visual
modalities.
FLS tasks tested
Task 1: peg transfer (time limit, 5 minutes). Six plastic
rings were picked up in turn by a grasping forceps from a
peg-board on the participant’s left, transferred in space to a
grasper in the right hand, and then placed around a post on
the corresponding right-sided peg-board. The process was
then reversed, requiring ring transfer from the right to left
hand. Dropping of the peg during transfer was noted. This
task tests visual-spatial/depth perception, eye-hand coordination, and ambidexterity.
Task 2: pattern cutting (time limit, 5 minutes). A 4- · 4inch gauze was suspended by alligator clips. Participants
were required to cut a precise circular pattern from the gauze
along a premarked template. Gross deviation of the cut from
the circular pattern was marked as a failed attempt. This task
assesses cutting precision and complementary hand utilization to provide traction/countertraction.
Task 3: suturing/knot tying (time limit, 10 minutes). Participants were required to pick up a 2-0 silk suture on a V-20
needle, place a stitch through precise target points on either
side of a slit Penrose drain, throw three square knots, and cut

Continuous variables were compared using the paired t
test, whereas categorical variables were compared using
Fisher’s exact test. Statistical analysis was performed using
MedCalc version 11.6 and SPSS version 19 software. P < .05
(two-tailed) defined statistical significance.
Results
Of the 33 study participants, 23 (69.7%) described their
laparoscopic skill level as novice, 5 (15.2%) as intermediate,
and 3 (9.1%) as expert; 2 (6.1%) were unsure. Thirteen
(39.4%) participants labeled themselves as premedical or nonmedical, 4 (12.1%) as medical students, 6 (18.2%) as residents,
2 (6.1%) as fellows, and 8 (24.2%) as attendings. Eighteen
participants (54.5%) were randomized to begin with 2D tasks
first, whereas 15 (45.5%) were randomized to begin with 3D.
Across all tasks, 3D visualization was associated with a
shorter time to completion, averaging each participant’s
cumulative attempts for a particular task: peg transfer,
183.4 seconds (SD = 62.3) versus 245.6 seconds (SD = 71.5)
(P < .0001); pattern cutting, 167.7 seconds (SD = 73.7) versus
209.3 seconds (SD = 87.2) (P = .004); and suturing/knot tying,
255.2 seconds (SD = 139.2) versus 329.5 seconds (SD = 155.6)
(P = .031). 3D visualization was also associated with improved
task precision. In the peg transfer task, the mean number of
times the ring was dropped during transfer was 1.2 (SD = 1.3)
in 3D, compared with 2.5 (SD = 2.5) in 2D (P = .008). Fourteen
participants (42.4%) required multiple attempts to achieve
proficiency in one or more tasks in 2D, compared with just 7
(21.2%) in 3D. A grand total of 127 attempts were made by all
33 participants to achieve proficiency in the three designated
2D tasks; 3 participants (9.1%) failed to achieve suturing/knot
tying proficiency within the maximum five attempts allowed
per task. In contrast, only 108 attempts were required by
participants to achieve proficiency in all 3D tasks, and none
failed to achieve proficiency in any of the tasks attempted
(although 1 participant who failed to achieve proficiency in
2D suturing/knot tying declined to attempt this task in 3D).
Participants’ subjective rating of technical efficiency and
accuracy/ease overwhelmingly favored 3D visualization. The
advantage of 3D vision persisted notwithstanding participants’ level of technical expertise in laparoscopic surgery
(novice versus intermediate/expert) (Table 1).
Table 2 compares potential side effects of 2D versus 3D
visualization. Participants were questioned regarding any
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Table 1. Comparison of the Impact of Two-Dimensional Versus Three-Dimensional Vision on Both Objective
and Subjective Measures of Laparoscopic Proficiency in Three Fundamentals of Laparoscopic Surgery Tasks
Task
Peg transfer
Entire cohort
Mean task completion time (seconds)
Number of times peg dropped
Ease
Efficiency
Novice only
Mean task completion time (seconds)
Number of times peg dropped
Ease
Efficiency
Intermediate/expert only
Mean task completion time (seconds)
Number of times peg dropped
Ease
Efficiency
Pattern cutting
Entire cohort
Mean task completion time (seconds)
Ease
Efficiency
Novice only
Mean task completion time (seconds)
Ease
Efficiency
Intermediate/expert only
Mean task completion time (seconds)
Ease
Efficiency
Suturing/knot tying
Entire cohort
Mean task completion time (seconds)
Ease
Efficiency
Novice only
Mean task completion time (seconds)
Ease
Efficiency
Intermediate/expert only
Mean task completion time (seconds)
Ease
Efficiency

2D

3D

P value

245.6
2.5
4.0
3.8

(71.5)
(2.5)
(1.0)
(1.3)

183.4
1.2
5.0
4.9

(62.3)
(1.3)
(1.3)
(1.6)

< .0001a
.008a
< .0001a
< .0001a

263.4
2.6
3.8
3.5

(71.5)
(2.1)
(0.9)
(1.2)

200.5
1.5
4.7
4.6

(62.5)
(1.4)
(1.2)
(1.6)

.003a
.063
< .0001a
.001a

191.9
2.8
4.6
4.6

(54.2)
(3.6)
(1.1)
(1.4)

131.1
0.4
5.5
5.5

(33.4)
(0.5)
(1.5)
(1.8)

.006a
.084
.006a
.155

209.3 (87.2)
3.5 (1.1)
3.4 (1.2)

167.7 (73.7)
4.4 (1.2)
4.3 (1.4)

.004a
< .0001a
< .0001a

239.2 (85.2)
3.2 (1.1)
3.2 (1.2)

193.2 (71.7)
4.1 (1.2)
4.0 (1.3)

.025a
< .0001a
.013a

147.6 (44.4)
4.0 (1.1)
4.0 (1.2)

111.9 (38.3)
5.4 (0.7)
5.3 (1.4)

.023a
.004a
.028a

329.5 (155.6)
3.4 (1.3)
3.4 (1.3)

255.2 (139.2)
4.6 (0.9)
4.5 (1.2)

.031a
< .0001a
< .0001a

389.1 (138.0)
3.0 (1.4)
3.1 (1.2)

301.6 (146.6)
4.4 (0.9)
4.3 (1.2)

.073
< .0001a
.003a

219.1 (121.0)
4.5 (0.5)
4.1 (1.2)

154.8 (37.0)
5.4 (0.5)
5.4 (0.7)

.148
.021a
.028a

Data are mean (standard deviation) values. Ease was graded on a scale of 1 = difficult to 7 = easy. Efficiency was graded on a scale of
1 = inefficient to 7 = very efficient. Assessment of mean task completion time was based on an averaging of all attempts at a given task in a
given visual modality for individual participants.
a
Significant difference.
2D, two-dimensional; 3D, three-dimensional.

experience of eyestrain, headache, dizziness, disorientation,
discomfort, or poor visualization in each of the three tested
tasks, in both 2D and 3D. No statistically significant differences between the two visual modalities were experienced in
any of those parameters.
Overall, 27 participants (81.8%) indicated that the addition
of 3D visualization facilitated the performance of the required
tasks, 3 (9.1%) felt it did not, and 3 (9.1%) were unsure.
Twenty-nine participants (87.9%) indicated a preference for
3D visualization over 2D, whereas 3 (9.1%) preferred 2D vision; the remaining participant (3.0%) had no preference.

Discussion
Technical training and dissemination of operative technique are persistent challenges of complex reconstructive and
ablative laparoscopic surgery. Efforts to facilitate laparoscopic surgery, which have focused on improving operative
instrumentation, have produced important additions to the
laparoscopist’s armamentarium of surgical tools. Similarly,
surgeons would be wise to explore recent advances in audiovisual technologies as a means of facilitating and enhancing their laparoscopic surgical technique. In particular, given
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Table 2. Comparison of Potential Side Effects,
Including Eye Strain, Headache, Dizziness,
Disorientation, Physical Discomfort, and Poor
Visualization, in Two-Dimensional Versus
Three-Dimensional Visualization
Number (%) experiencing
Eye strain
Headache
Dizziness
Disorientation
Physical discomfort
Poor visualization

2D
5/33
1/33
1/33
5/33
6/33
6/33

(15.2)
(3.0)
(3.0)
(15.2)
(18.2)
(18.2)

3D
5/33
0/33
4/33
5/33
1/33
1/33

(15.2)
(0)
(12.1)
(15.2)
(3.0)
(3.0)

P value
1.0
—
.121
.155
.182
1.0

2D, two-dimensional; 3D, three-dimensional.

that loss of depth perception and spatial orientation are
significant drawbacks of conventional laparoscopic surgery,
the role of newly designed high-definition stereoscopic 3D
visualization systems in overcoming this barrier is worthy of
investigation.
To date, the limited number of studies examining whether
3D systems have significant advantages over conventional 2D
systems have failed to produce a consistent answer to this
highly relevant question. Birkett et al.3 examined the efficacy
of 3D laparoscopy in 9 participants who had to perform two
exercises and concluded that the third visual dimension
simplifies complicated procedures in laparoscopy. Wenzl
et al.4 tested the application of 3D laparoscopy in 11 operations and suggested that 3D visualization improved orientation in the abdominal cavity, thereby reducing operative time.
In a prospective randomized study, Peitgen et al.5 demonstrated that 3D imaging significantly improved speed
(P < .0001) and other measures of performance in two separate
tasks, regardless of participants’ previous laparoscopic experience.5 Bhayani et al.2 demonstrated that among 24 novice
laparoscopists, 3D visualization resulted in improved performance in a ‘‘bead transfer’’ task when compared with 2D
visualization; the task was performed more rapidly with 3D
visualization (108 versus 127 seconds, P = .05), and, on subjective evaluation, participants preferred the 3D system to the
2D system by a 2:1 margin. Others have also demonstrated an
advantage in laparoscopic proficiency favoring 3D over 2D
vision.6–10 In contrast to the aforementioned studies, Chan
et al.,11 Jones et al.,12 and Mueller et al.1 could not demonstrate
any superiority of 3D vision over 2D vision in a variety of
laparoscopic tasks (Table 3).
It is important that significant technical advances have been
made in the design of high-definition stereoscopic 3D visualization systems since the publication of these preliminary
studies.2,13,14 In reference to an earlier 3D system from the
mid-1990s, Chan et al.11 noted that 40% of participants reported a ‘‘less clear’’ and ‘‘darker’’ image associated with 3D
visualization. Indeed, they attributed the failure of 3D visualization to demonstrate an advantage over conventional 2D
visualization in their study to inferior image resolution and
light illumination in the former; they concluded that 3D
technology ‘‘still needs to be refined before any true benefit
can be demonstrated in laparoscopic surgery.’’11 To that aim,
newer 3D visual systems, including the Viking 3DHD
Laparoscopic Vision System used in the current study, can
provide considerably superior depth perception and resolution relative to the more rudimentary systems previously

evaluated.1,11,12 Indeed, review of previous comparisons between 2D and 3D vision suggests an increasingly apparent
advantage to 3D vision in more recent studies, likely corresponding to the technical evolution of 3D vision systems
(Table 3). Furthermore, unlike older 3D systems, which rely
on active optic shuttering of alternating high-frequency signals emanating from a 3D screen, the use of passive micropolarization technology in the current system is believed to
limit surgeon fatigue.
The lack of a validated tool for assessing laparoscopic
technical proficiency further limits the comparison of 3D
versus 2D visualization in earlier studies.1,12 We sought to
overcome this limitation by basing our assessment of laparoscopic proficiency in the current analysis on components of
the standardized FLS curriculum. Developed by SAGES15 and
endorsed by the American College of Surgeons,18,19 the FLS
program has now been validated as a laparoscopic surgical
skill assessment and training tool in multiple studies across
specialty lines.16,18,20,21 Fried et al.15 demonstrated that FLS
scores increased progressively with increasing laparoscopic
experience among general surgeons (n = 215, P < .0001) and
that surgery residents followed over time increased their FLS
scores (n = 24, P < .0001), thus providing evidence of construct
validity. The same study also found that FLS scores correlated
with a highly reliable validated intraoperative rating of
technical skill during laparoscopic cholecystectomy (n = 19,
r = 0.81, P < .0004), evidence of concurrent validity, and, because results in the host institution did not differ from those in
five other sites evaluated (n = 215), evidence of external
validity.15 Hurr et al.20 validated the FLS program among
gynecology residents, demonstrating a significant difference
in FLS pass rates favoring the more senior residents (P = .007),
as well as a strong correlation between self-reported surgical
experience and FLS skills scores (r = 0.97, P = .0048). Similarly,
the use of the FLS skills curriculum for assessing laparoscopic
skills among urologists was validated in a study by Sweet
et al.18 In this study, investigators demonstrated that practicing clinical urologists (n = 81) outperformed residents and
medical students (n = 35) in time to completion of the circle
cutting exercise (P < .01) and that practicing urologists who
reported more than three laparoscopic procedures per week
were faster at the peg-transfer exercise (P < .05) and circle
cutting exercise (P < .01) than those reporting less than three
procedures.18 Given the demonstrable reliability of the FLS
curriculum in assessing laparoscopic surgical proficiency, as
evident from the aforementioned studies, this curriculum has
become a key skills assessment tool for surgical training programs and is now a prerequisite requirement for eligibility to
the qualifying examination of the American Board of Surgery.18
Using components of the validated FLS curriculum to
assess surgical proficiency, we designed a prospective randomized study comparing the impact of 2D versus 3D visualization on laparoscopic performance among participants
with varying surgical experience and skill sets. Our study
demonstrates a marked and significant improvement in operative times in 3D for all tasks tested. Furthermore, participants favored a stereoscopic 3D view of the ‘‘operative field’’
over the traditional 2D view in their self-assessment of technical proficiency. Because tasks were performed with identical mechanical instrumentation, the difference can be
attributable only to the stereoscopic perception afforded
by the 3D system. This technical advantage could prove
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Prospective
randomized
Prospective
randomized

Peitgen et al.5 (1996)

Prospective
randomized
Prospective
randomized

Prospective
randomized

Prospective

Prospective
randomized

Prospective
randomized

Bhayani et al.2 (2005)

Votanopoulos
et al.8 (2008)

Kong et al.9 (2010)

Storz et al.10 (2012)

Current study

33

30

27

36

17

24

28

30

60

30

32

9

Cohort size

2D, two-dimensional; 3D, three-dimensional.

Patel et al.7(2007)

Prospective

Taffinder et al.6 (1999)

Mueller et al.1 (1998)

Jones et al.12 (1996)

Prospective
randomized
Prospective
randomized

Chan et al.11 (1996)

Type of study

Prospective

3

Birkett et al. (1994)

Study

Viking Systems, 3DHD Laparoscopic
Vision System (passive eyewear
using micropolarization technology)

Richard Wolf GmbH, Knittlingen
Germany (passive eyewear)

Wasol camera system prototype,
RAHPACAM 105i (passive eyewear)

Viking Systems, EndoSite 3Di Digital
Vision System (active eyewear)

Viking Systems, EndoSite 3Di Digital
Vision System (active eyewear)
Viking Systems, EndoSite 3Di Digital
Vision System (active eyewear)

Surgical Vision, Reading, UK (passive
eyewear)

Baxter, V. Mueller VS7700 (active
eyewear)
American Surgical Technologies Corp.
3DSCOPE model 3000 (active screen,
passive eyewear)
Laser Optik System, Mainz, Germany
(active eyewear)
Zeiss, Grimmbach, Germany (active
eyewear)

Unspecified (active eyewear)

3D equipment

4 (1, transfer peas to matchbox; 2,
transfer matches to matchbox; 3,
elastic band stretch; 4, elastic band
cutting)
6 (a variety of suturing tasks for
experienced surgeons and grasping
and cutting tasks for novices)
1 (transferring 10 beads from one
container to another)
5 (1, linear cutting and suturing; 2,
curved cutting and suturing; 3,
tubular suturing; 4, dorsal vein
complex suturing simulation; 5,
urethrovesical anastomosis)
6 (1, peg drop; 2, ring board exchange;
3, rope passing; 4, duct cannulation;
5, instrument spatial navigation; 6,
suturing)
2 (1, passage of surgical thread through
6 holes; 2, rubber band
manipulation)
5 (1, one-handed shape positioning task
#1; 2. one-handed shape positioning
task #2; 3, wire bending and
threading; 4, bimanual stitching
using a straight needle; 5, continuous
suturing using a circular needle)
3 FLS tasks (1, peg transfer; 2, pattern
cutting; 3, suturing/knot tying)

5 (1, checkerboard; 2, loop pass; 3.
Lapra-Ty; 4, loop ligature; 5, simple
suture and instrument tie)
2 (1, pea transfer; 2, loop test)

2 (passing needle and suture through
series of hoops, includes a ‘‘simple’’
and a ‘‘complex’’ task)
1 (stringing 10 beads on a suture)

Number and type of tasks tested

Conclusions

3D associated with shorter time to task
completion and fewer errors
compared with 2D

3D associated with improved accuracy
compared with 2D in the novice
group only
3D associated with improved accuracy
and speed compared with 2D in 4 of
5 tasks

3D associated with improved accuracy
and speed compared with 2D in 5 of
6 tasks in the novice group only

3D associated with improved precision
and speed compared with 2D in both
the novice and experienced groups
3D associated with shorter time to task
completion compared with 2D
3D associated with improved accuracy
and speed compared with 2D in the
novice group only

3D associated with improved speed
and accuracy compared with 2D
3D equivalent to 2D

3D equivalent to 2D

3D equivalent to 2D for simple tasks
but associated with shorter time to
task completion for complex tasks
3D equivalent to 2D

Table 3. Studies Comparing Laparoscopic Proficiency Using Two-Dimensional Versus Three-Dimensional Vision
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beneficial when laparoscopic radical prostatectomy, laparoscopic pyeloplasty, and other complex urological or
nonurological reconstructive techniques are performed.
Nevertheless, further investigation is required to determine
whether the benefits of 3D vision can ultimately translate into
real clinical improvements, specifically in terms of improved
operative times, shortened learning curves, greater surgeon
comfort, and increased patient safety.
Limitations of this study include the relatively small sample size. Although this study was adequately powered to
detect a clear technical advantage favoring 3D visualization
over 2D, more subtle differences in side effects between the
two modalities may require a larger sample size to elucidate.
We take note of a statistical trend (P = .121) for increased
‘‘dizziness’’ associated with 3D vision and, conversely, a trend
for increased ‘‘physical discomfort’’ associated with the 2D
system (P = .182). Furthermore, although our cumulative data
clearly suggest that the advantage of 3D vision persists independent of participants’ prior laparoscopic experience,
some loss of statistical power is apparent in this subset analysis, again reflecting our relatively small sample size. Another
criticism of the study is that slightly larger numbers of
participants (54.5%) were incidentally randomized to begin
with 2D, thus imposing a slightly increased ‘‘learning curve
disadvantage’’ on the 2D arm of the study.
Despite these limitations, the current analysis demonstrates
that 3D visualization appears to greatly enhance the ease and
efficiency of basic laparoscopic skills and hasten the development of surgical proficiency. In our experience, 3D vision
was not associated with any demonstrable increase in eye
strain, headache, or other side effects relative to standard 2D
vision. Further investigation is required to determine whether
the benefits of 3D vision can ultimately translate into real
clinical improvements.
Acknowledgments
This study was suported by a research grant from the
Midwest Stone Institute and a research grant and equipment
loan from Viking Systems.
Disclosure Statement

TANAGHO ET AL.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

G.L.A. serves as a Medical Advisor for Viking Systems.
B.M.B. serves as a Consultant for Viking Systems. Y.S.T.,
A.G.P., K.M.M., G.S.S., and J.E.V. declare no competing financial interests.

19.

References

20.

1. Mueller MD, Camartin C, Dreher E, et al. Gadget or progress? A randomized trial on the efficacy of three-dimensional
laparoscopy. Surg Endosc 1999;13:469–472.
2. Bhayani SB, Andriole GL. Three-dimensional (3D) vision:
Does it improve laparoscopic skills? An assessment of a 3D
head-mounted visualization system. Rev Urol 2005;7:211–214.
3. Birkett DH, Josephs LG, Ese-McDonald J. A new 3-D laparoscope in gastrointestinal surgery. Surg Endosc 1994;8:
1448–1451.
4. Wenzl R, Lehner R, Vry U, et al. Three-dimensional videoendoscopy: Clinical use in gynecological laparoscopy. Lancet 1994;344:1621–1622.
5. Peitgen K, Walz MV, Holtmann G, et al. A prospective
randomized experimental evaluation of three-dimensional

21.

imaging in laparoscopy. Gastrointest Endosc 1996;44:
262–267.
Taffinder N, Smith SG, Huber J, et al. The effect of a secondgeneration 3D endoscope on the laparoscopic precision of
novices and experienced surgeons. Surg Endosc 1999;13:
1087–1092.
Patel HR, Ribal MJ, Arya M, et al. Is it worth revisiting
laparoscopic three-dimensional visualization? A validated
assessment. Urology 2007;70:47–49.
Votanopoulos K, Brunicardi FC, Thornby J, et al. Impact of
three-dimensional vision in laparoscopic training. World J
Surg 2008;32:110–118.
Kong SH, Oh BM, Yoon H, et al. Comparison of two- and
three-dimensional camera systems in laparoscopic performance: A novel 3D system with one camera. Surg Endosc
2010;24:1132–1143.
Storz P, Buess GF, Kunert W, et al. 3D HD versus 2D HD:
Surgical task efficiency in standardized phantom tasks. Surg
Endosc 2012;26:1454–1460.
Chan AC, Chung SC, Yim AP, et al. Comparison of twodimensional vs three-dimensional camera systems in laparoscopic surgery. Surg Endosc 1997;11:438–440.
Jones DB, Brewer JD, Soper NJ. The influence of threedimensional video systems on laparoscopic task performance. Surg Laparosc Endosc 1996;6:191–197.
Johnson H. Viking bringing affordable 3-D capability to MIS
procedures. Medical Device Daily The Daily Medical Technology Newspaper 2005;9(146):6.
Varela JE, Benway BM, Andriole GL. Initial Experience with
the Viking 3DHD Laparoscopic System. Presented at the
2011 Annual Meeting of the Society of American Gastrointestinal and Endoscopic Surgeons, Emerging Technology
Session, San Antonio, TX.
Fried GM, Feldman LS, Vassiliou MC, et al. Proving the
value of simulation in laparoscopic surgery. Ann Surg 2004;
240:518–525; discussion 525–528.
Ritter EM, Kindelan TW, Michael C, et al. Concurrent
validity of augmented reality metrics applied to the fundamentals of laparoscopic surgery (FLS). Surg Endosc 2007;21:
1441–1445.
Oropesa I, Sanchez-Gonzalez P, Lamata P, et al. Methods
and tools for objective assessment of psychomotor skills in
laparoscopic surgery. J Surg Res 2011;171:e81–e95.
Sweet RM, Beach R, Sainfort F, et al. Introduction and
validation of the American Urological Association Basic
Laparoscopic Urologic Surgery skills curriculum. J Endourol
2012;26:190–196.
Stefanidis D, Heniford T. The formula for a successful
laparoscopic curriculum. Arch Surg 2009;144:77–82.
Hurr HC, Arden D, Dodge LE, et al. Fundamentals of
laparoscopic surgery: A surgical skills assessment tool in
gynecology. JSLS 2011;15:21–26.
Derossis AM, Antoniuk M, Fried GM. Evaluation of laparoscopic skills: A 2-year follow-up during residency training.
Can J Surg 1999;42:293–296.

Address correspondence to:
Youssef S. Tanagho, MD, MPH
Division of Urologic Surgery
Washington University School of Medicine
660 South Euclid Avenue, CB 8242
St. Louis, MO 63110
E-mail: tanaghoy@wudosis.wustl.edu

